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D

epression is one of the most prevalent psychological disorders and, as
such, it is an important target for prevention efforts. It is associated with considerable
suffering, impairments in interpersonal relationships, work, and achievement, and
increased mortality through the exacerbation of health problems and increased risk for
suicide (American Psychiatric Association, 2000). Recent research has identified several
risk factors for depression, including genetic vulnerabilities, family conflict, traumatic life
experiences, maladaptive cognitive styles, and elevated depressive symptoms, which has
paved the way for the development of a wide range of prevention programs. During the
past decade several prevention programs have been designed to prevent depressive symptoms and disorders in adults and children. Most of these interventions are based on
cognitive-behavioral theories and treatments of depression, although this is starting to
change as researchers begin to explore interpersonal, family, and other models of prevention.
In this chapter we focus on the Penn Resiliency Program (PRP; Gillham, Jaycox,
Reivich, Seligman, & Silver, 1990), an intervention designed to target cognitive and
behavioral risk factors, to promote resilience, and to prevent symptoms of depression in
early adolescence. We begin with a discussion of definitional issues. Next, we provide a
brief overview of the theoretical and empirical background to PRP. We then describe the
PRP intervention and review existing research on PRP’s effectiveness. We close with a discussion of current work in progress and directions for future research.
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DEFINITIONAL ISSUES
We conceptualize “depression” as including depressive symptoms as well as clinical
depression. Although there is some debate about whether depressive symptoms and clinical depression exist on a continuum of severity or reflect qualitatively different experiences, recent reviews provide more evidence for the continuum model of depression
(Hankin & Abela, 2005). High levels of depressive symptoms increase risk for depressive
disorders. There is also evidence that individuals with elevated (but subclinical) levels of
depressive symptoms have similar levels of interpersonal difficulties as those meeting
diagnostic criteria for depressive disorders (Gotlib, Lewinsohn, & Seeley, 1995). Thus,
we believe that it is important for prevention efforts to focus on depressive symptoms as
well as diagnosable depressive disorders.
For the purposes of this chapter, we conceptualize prevention broadly as involving
(1) the delivery of an intervention to individuals without the target disorder (or problem)
and (2) a reduction of risk through a period of time. In previous writing we suggested
that prevention of depression involves the prevention of the development of depressive
episodes or increases in symptoms over time (Gillham, Shatté, & Freres, 2000). Although
we think that this criterion could prove useful in future research, we have not used it in
this chapter because it is often difficult to evaluate on the basis of published findings
alone. Most depression prevention studies examine effects on average levels of depressive
symptoms and do not examine effects on depressive disorders or high levels of symptoms.
The typical pattern of findings for effective interventions is a reduction in average depressive symptoms in the intervention group and little change in depressive symptoms in the
control group, a pattern resembling treatment more than prevention (Horowitz &
Garber, 2006). Analyses that examine the onset of clinical levels of symptoms or effects in
subgroups of participants may demonstrate the prevention of increases in symptoms, but
these are rarely reported.

BACKGROUND
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The Importance of Early Adolescence
The Penn Resiliency Program (PRP) was inspired by cognitive-behavioral theories and
treatments of depression, as well as by research on adolescent development. Adolescence
may be a particularly important period for depression prevention efforts. Rates of depression increase dramatically during adolescence, beginning at about age 15 (Hankin,
Abramson, Moffitt, Silva, & McGee, 1998). In addition, recent research indicates that
depression is often recurrent, with first episodes of depression occurring most often during adolescence (Kim-Cohen et al., 2003). Thus, prevention of depression during adolescence may help to prevent suffering across the lifespan.
PRP was designed for children between the ages of 10 and 14. By targeting the early
adolescent developmental period, we hoped to prevent the steep increase in depression
that occurs just a few years later. Early adolescence is also an important developmental
period. Young adolescents deal with a number of physical, cognitive, social, and environmental changes that often occur together and may increase their risk for emotional and
behavioral problems (Eccles et al., 1993). Most children go through puberty at this time.
Social relationships become far more complex. Peer relationships become more important, and students’ vulnerability to peer pressure increases (Hill & Holmbeck, 1986). The
transition from elementary to middle school is marked by increased academic demands
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and often by a decrease in the individualized attention students receive from their teachers as they rotate through many classrooms each school day. These changes may increase
risk for a variety of difficulties, including eating disorders, conduct problems, substance
use, and underachievement, as well as depression (Cicchetti & Rogosch, 2002). At the
same time, early adolescents also make important cognitive gains that may enable them
to learn cognitive and problem-solving skills that can increase their resilience. During
early adolescence, abstract reasoning and perspective-taking abilities increase. As compared with younger children, early adolescents are better able to reflect on their beliefs
and to engage in hypothesis testing by examining evidence and considering alternatives
(Inhelder & Piaget, 1958). These metacognitive skills are at the heart of cognitivebehavioral therapy, currently one of the most widely researched and empirically supported therapies for depression.
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Cognitive-Behavioral Theories of Depression
Several cognitive risk factors are implicated in depression, including negative selfschemas, stringent standards or dysfunctional attitudes, information-processing biases,
and negative interpretive styles (Abramson, Metalsky, & Alloy, 1989; Abramson,
Seligman, & Teasdale, 1978; Beck, 1967; Ellis, 1962). An interpretive style that has
received a great deal of research attention is a pessimistic explanatory style, which is
marked by the tendency to attribute negative events to internal, stable, and global causes
(Abramson et al., 1978). Behavioral factors that have been implicated in depression
include problem-solving, coping, and response styles. In adults and adolescents, depression is linked to greater reliance on passive, unassertive, and ruminative styles and less
engagement in distraction and problem solving (Abela, Vanderbilt, & Rochon, 2004;
Chaplin & Cole, 2005; Nolen-Hoeksema, 1991). Maladaptive cognitive and behavioral
risk factors can exacerbate each other, creating negative downward spirals. For example,
negative cognitive styles can lead to maladaptive behaviors. In turn, maladaptive coping
strategies can worsen problems and create new stressors that reinforce negative cognitive
styles.
Most cognitive-behavioral models of depression are vulnerability–stress models.
Individuals with cognitive vulnerabilities or maladaptive coping styles are particularly
susceptible to depression when confronted by negative life events. In support of this
premise, several studies have found that depression is predicted by an interaction between
negative life events and explanatory style (Hankin & Abela, 2005).
As children enter adolescence, cognitive models of depression appear to become
increasingly relevant. Negative life events appear to increase (Hankin & Abela, 2005),
and there is some evidence that cognitive styles become more stable (McCauley, Mitchell,
Burke, & Moss, 1988) and more closely linked to depressive symptoms (NolenHoeksema, Girgus, & Seligman, 1992). Children’s self-concepts become more complex
and abstract (Damon & Hart, 1982). As self-perceptions rely more on abstract personality dimensions and less on concrete, observable behaviors, children may become increasingly vulnerable to cognitive distortions related to depression. It may become more difficult to evaluate the accuracy of such self-perceptions.

Cognitive-Behavioral Interventions for Depression
Cognitive-behavioral therapy (CBT) is an efficacious treatment for depression in adults
(Butler, Chapman, Forman, & Beck, 2006) and shows promise in treating depression in
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children and adolescents (Reinecke & Ginsburg, Chapter 8, this volume; see also Weisz,
McCarty, & Valeri, 2006). Depressed adults who are treated with CBT are less likely to
relapse than those treated with medication, perhaps because CBT teaches them cognitive
and problem-solving skills that can be used to cope with stressful events and feelings of
sadness long after the treatment has ended (Hollon et al., 2005). Since the mid-1990s several research teams have developed and evaluated depression prevention programs based
on CBT. Several of these interventions have prevented depressive symptoms or disorders
in children and adults (for recent reviews see Dozois & Dobson, 2004; Horowitz &
Garber, 2006; Merry, McDowell, Hetrick, Bir, & Muller, 2004).
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THE PENN RESILIENCY PROGRAM
The PRP (Gillham et al., 1990) is a prevention program that is largely based on cognitivebehavioral therapy and designed for early adolescents. PRP comprises twelve 90- to 120minute group sessions. It is most often delivered by teachers and counselors in schools,
but can also be delivered in clinic or other community settings. A group leader’s manual
provides detailed outlines for each lesson and step-by-step instructions for each activity.
Students receive an illustrated notebook with in-class activities and homework assignments for each lesson. PRP is structured in a manner intended to make abstract cognitivebehavioral concepts both accessible and relevant to children between the ages of about 10
and 14.
PRP’s pedagogic approach involves three major steps. The first step is to establish a
conceptual framework for each skill. This is typically accomplished using skits, role
plays, short stories, or cartoons that illustrate the underlying concepts on a basic level.
Once the children have a firm grasp of the key concepts, the group tackles hypothetical
examples that demonstrate how the skill is germane to real-world experiences. Finally,
students apply the skills in their own lives. The children are encouraged to share personal
examples of times when they used, or could have used, the skill in question. Weekly
homework activities encourage students to use the skills in real-life situations.
PRP includes two major components: a cognitive component and a social-problemsolving component. These sections are by no means disparate. Cognitive techniques are
the foundation of the program and are pervasive throughout. When teaching problemsolving skills, the program encourages students to consider beliefs and expectations that
can hinder or facilitate the implementation of these skills. In addition, effective problemsolving techniques can provide evidence that helps to challenge negative assumptions or
hopeless expectations.

The Cognitive Component

Skill 1: The ABC Model
The goal of the initial PRP lessons is to establish the most fundamental concept of cognitive theories of depression: that our emotions and behaviors are not a direct consequence
of the events that happen to us, but rather are a consequence of how we interpret these
events. To illustrate this concept, the program introduces Ellis’s (1962) ABC model. There
is an Activating event or Adversity, which prompts an automatic Belief or an interpretation of the situation, which in turn leads to an emotional and/or behavioral Consequence.
This model states that the Belief mediates the relationship between the activating event
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and the resulting emotion or behavior. The first PRP lesson focuses on the components of
the model—adversities, beliefs, and emotions. Once the students have a firm grasp of
these components, the group begins to examine the relationship between them.
ADVERSITIES (OR PROBLEMS)

The group leader facilitates a discussion of Adversities that adolescents commonly face.
The students generate an extensive list of problems they encounter on a regular basis. Students typically cite a wide range of challenges, including difficulties with academics and
achievement, interpersonal relationships with family members, friends, and peers, and
even community problems such as crime and poverty. The goal of this discussion is twofold: to help students think about adversities that can be addressed in the program and to
demonstrate that problems are common occurrences and a normal part of life.
BELIEFS

The next step is to establish the role of Beliefs, or cognitions, in the ABC model. The
group leader introduces the concept of internal dialogue, or “self-talk.” Students perform
several skits that illustrate self-talk as characters confront adversities that are common
during early adolescence. Students learn that each adversity elicits thoughts or beliefs.
Although self-talk occurs instantaneously and usually goes undetected, it has a great
influence on how we respond when problems arise. The goal of this step is to help students understand self-talk as a normal process and to encourage them to be aware of
their underlying cognitions.

Copyright © 2007. Guilford Publications. All rights reserved.

EMOTIONS

The third step is to ensure that students are able to label and describe emotional
experiences—one type of “C” in the ABC model. The group leader prompts the students
to describe the experiencing of common emotions as if they were explaining the experiences to an alien. Students describe the bodily sensations and actions that typically accompany each emotion. Initially, the conversation focuses on the most basic
emotions—happiness, sadness, and anger—and then progresses to more complex emotions such as shame and guilt. The group leader also encourages students to think about
emotional intensity by asking students to share instances in which they felt each emotion
and to describe how intense the experience was, using a scale of 1 (a little) to 10
(extremely intense). Students later learn that cognitions not only determine the type of
emotional experience, but also the intensity of the experience.
THE LINK BETWEEN BELIEFS AND EMOTIONS

To establish the causal influence of cognitions, the group leader first uses a role play to
demonstrate that people often experience different emotions in response to the same activating event. The group leader pretends to be a volatile sports coach who berates a team’s
performance. Students are instructed to visualize the situation and to imagine that it is
actually happening. Each student then describes his or her feelings during the role play
and the intensity of this emotional experience. Invariably, students report a variety of
emotions such as shame, sadness, anger, or anxiety. Group members are encouraged to
consider the sources of the different emotional reactions.
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The group leader then asks the students to describe their internal dialogues during
the role play. In doing so, it becomes apparent that there is a pattern in which specific
thoughts elicit specific emotions. For example, a child who believes that the coach’s
behavior is excessive and unjustified (“He has no right to yell at me like that”) experiences anger, whereas a child who expects negative consequences (“I’m going to get kicked
off the team”) experiences anxiety. In contrast, a child who attributes the coach’s display
of anger to a personal flaw or failing (“I must have really messed up to make the coach so
angry”) experiences sadness. The group leader draws attention to these patterns between
beliefs (B) and consequential emotions (C), stressing that it is the belief—not the
adversity—that causes an emotion.

Copyright © 2007. Guilford Publications. All rights reserved.

Skill 2: Recognizing Cognitive (“Thinking”) Styles
Students learn about “thinking styles,” such as a pessimistic explanatory style, that can
precipitate and perpetuate negative emotions. For several reasons, PRP focuses primarily
on the stable (or permanent) dimension of explanatory style for negative events. Stable
and global attributions appear to be more closely linked to depression than internal attributions (Abramson et al., 1989). In addition, internal attributions appear to be maladaptive primarily when they occur in the context of an explanatory style that is also stable
and global. Internal attributions that are unstable and specific are often adaptive, because
they encourage behavioral change and self-improvement. In contrast, external explanatory styles can increase anger and aggression and prevent people from recognizing the
ways in which they contribute to the problems in their lives. An early pilot of PRP, however, indicated that children had difficulty understanding the global dimension of explanatory style. As a result, PRP devotes this section to improving the stable dimension of
explanatory style.
Skits are used to portray and contrast different thinking styles. For example, a character named “Gloomy Greg” demonstrates a pessimistic thinking style. When a friend
encourages Greg to try out for the school basketball team, Greg cites several personal and
stable deficiencies. He convinces his friend that trying out for the team would be fruitless
and that it is not worth the effort to practice. In a parallel skit, “Hopeful Holly” encounters the same situation but responds with an optimistic thinking style. Although she recognizes that making the team will be difficult, she concludes that she has a good chance if
she practices before the tryouts. The group members discuss the emotional and behavioral consequences of both cognitive styles. Greg’s behavior is used to demonstrate the
notion of “self-fulfilling prophecy.” The group leader points out that Greg’s actions (not
practicing) are likely to bring about the very outcome he fears and wants to avoid (not
making the team).
Perhaps the most important component of the thinking styles section is the discussion of accuracy. The group discusses the likelihood that Greg’s permanent negative
beliefs (e.g., “I can’t do anything right”; “I mess everything up”) are accurate. Students
learn that, in addition to making them feel bad, permanent negative beliefs are typically
erroneous and counterproductive. In contrast, optimistic thinking styles promote emotional well-being and more effective coping strategies. The group leader also cautions students that the goal of the program is not blind optimism, nor is it to eradicate negative
emotions. The students learn that over optimistic beliefs can hinder effective coping and
prevent people from taking action to avert negative consequences. This conversation reinforces the main goal of the program: resilience through accurate thinking.
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Skill 3: Cognitive Restructuring
Students learn to actively dispute negative cognitions by generating alternatives and
examining evidence. To demonstrate the importance of hypothesis testing, the group
leader reads a short story describing two detectives, one good and one bad. The good
detective makes a list of possible suspects and looks for clues before drawing any conclusions, whereas the bad detective simply blames the first suspect that comes to mind. The
group leader then makes the point that, when faced with real-world problems, people
often behave just like the bad detective by accepting their initial beliefs without considering alternatives or looking for evidence. The group leader then prompts the students to
share situations in which they jumped to conclusions erroneously.
Students practice searching for evidence with a hands-on activity called the “File
Game.” The group leader distributes file folders containing documents with information
pertaining to fictional but realistic adolescent characters. The files contain a variety of
materials: report cards, graded tests, awards, various diary entries, and notes from teachers, friends and family members. The first document in each file is a diary entry in which
the character writes about a problem he or she is experiencing, along with several pessimistic beliefs. The students work in small groups and peruse the contents of the file to
find evidence that supports or refutes the character’s beliefs. For homework, students
practice generating alternatives and examining evidence for pessimistic beliefs that seem
to be operating in their own lives.
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Skill 4: Decatastrophizing—Put It in Perspective
The program introduces the concept of catastrophic thinking (Ellis, 1962), or the tendency to exaggerate and distort the implications of negative events. The group leader
recounts the well-known parable “Chicken Little,” to make the concept of catastrophic
thinking highly accessible and to provide a point of reference for future discussions. Students learn that when faced with an adversity, people often focus exclusively on the most
negative contingencies at the expense of accurate appraisal. Such beliefs are likely to initiate a spiral of negative thoughts that can result in intense anxiety or sadness. For example, a child who witnesses an argument between his parents might report the following
chain of thoughts: My parents are fighting → they’re never going to stop fighting →
they’re going to get divorced → my dad will leave → I’ll never see my dad again.
The Putting It in Perspective (PIIP) skill is designed to counter this spiral. Students
learn to consider the worst, best, and most likely outcomes of problematic situations.
Whereas it is easy for most students to envision the worst-case scenario (e.g., the child
does not get to see his father again), students often have difficulty providing an equally
improbable positive outcome. When discussing the best-case scenario, the group leader
encourages the students to imagine outlandishly positive outcomes—the parents never
fight again, and to celebrate, they plan a long vacation in Hawaii for the entire family.
The group leader then addresses the probability of the worst and best possible outcomes
coming to fruition, stressing that they are equally unlikely, yet we are more likely to
believe the worst-case scenario. PIIP provides a frame of reference for the implausibility
of catastrophic beliefs by embellishing the best possible outcome and equating it with the
worst possible outcome.
Once the group establishes that focusing on either the worst or best possible outcome is counterproductive, students begin discussing a problem’s most likely outcome.
Students apply skills from previous lessons to generate alternative scenarios and gather
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evidence that supports and refutes the plausibility of each outcome. In the marital conflict
example, students generally conclude that most parents fight from time to time and a single argument is unlikely to end in divorce. The final step is to develop an active strategy
for coping with the situation and the most likely outcome if it is negative. Following this
discussion, students apply the PIIP skill to situations in which they find themselves
catastrophizing.
A crucial component of this section is to acknowledge that, occasionally, the students will be faced with significant negative events and experiences (e.g., severe illness, a
divorce, or the death of a family member). It is vital that students do not feel as though
the program is minimizing the importance of such events. On the contrary, the program
stresses that the experience of strong negative emotions is appropriate in these circumstances. However, even in extreme situations, it is important that students maintain a
realistic outlook and use coping skills to improve the situation or to help themselves feel
better if the situation is uncontrollable.

Skill 5: Hot Seat
The “Hot Seat” (or “Rapid-Fire Disputation”) is a skill for challenging negative thoughts
rapidly in situations that do not allow for extensive deliberation. The Hot Seat combines
several skills—searching for evidence, generating alternatives, and putting the situation in
perspective—that can be used to fight back against negative thoughts in the moment as
they occur. Each student is presented with hypothetical adversities that require immediate
refutation of negative beliefs. For example, a student is asked to imagine that she is taking a difficult math test and begins having negative thoughts that interfere with her performance. The group leader provides the student’s internal dialogue by stating negative
thoughts (“I’m going to fail this test . . . I’ll never be able to pass this class . . . I’m stupid”). The student’s task is to refute these negative beliefs by providing credible counterevidence, generating more realistic alternative thoughts, or by providing a more accurate
appraisal of the adversity and its ramifications. The group leader ensures that the students are providing plausible refutations and not simply minimizing the problem (“Who
cares about a stupid math test?”) or denying their personal contributions to the problem
(“It’s the teacher’s fault that I don’t know the material”). Students practice using the Hot
Seat with their own experiences several times during the rest of the program.
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The Social-Problem-Solving Component
The goal of the social-problem-solving component is to provide students with a variety of
skills for handling difficult interpersonal situations and circumstances that elicit overwhelming emotions. These skills build on and reinforce the cognitive skills that are taught
in the first six PRP sessions. Here, we briefly describe three of the major skills covered
within this component: assertiveness, relaxation, and problem solving.

Skill 6: Assertiveness
In this part of the program, students learn to identify three behavioral approaches to
interpersonal conflict—aggressiveness, passiveness, and assertiveness—and the consequences of each. Students enact three skits involving an interaction between a child and a
friend who repeatedly cancels plans at the last minute. The three skits illustrate aggressive, passive, and assertive responses to this situation. Students discuss the advantages
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and disadvantages of the different styles, including the likelihood that both aggressive
and passive responses will fail to solve the problem. With the deficiencies of the aggressive and passive approaches apparent, assertiveness is introduced as an alternate and prescriptive model. PRP’s assertiveness model has four steps, denoted by the acronym DEAL,
and is partly based on the work of Bower and Bower (1977). This method emphasizes
approaching the other person in a manner that is clear, yet respectful and nonconfrontational. The first step is to Describe the problem objectively—“The last few
times we made plans, you canceled at the last minute.” The second step is to Express how
the problem makes the student feel without blaming the other person for these
emotions—“When this happens, I feel that you don’t really want to spend time with me.”
In the third step, the person Asks for a specific change—“In the future, will you please try
to let me know further in advance if you have to cancel plans?” This must be a reasonable request, and the requester must also be willing to change an aspect of his or her own
behavior if the situation calls for it—“Maybe I could call you the day before to confirm
our plans.” Finally, the person Lists how these changes would improve the situation—
“This would make me feel a lot better about making plans to get together again.” The
group leader works with students to identify situations in their own lives in which the
DEAL model could be helpful. Students then role-play the skill during the session in
anticipation of applying the skill in their lives.
Acting assertively can be difficult, even for adults. An important part of teaching
assertiveness is to discuss the kinds of cognitions that deter assertive behavior in favor of
a passive approach (e.g., “It’s not nice to be assertive”) or an aggressive approach (“People won’t take me seriously”). It is also important that the group leader acknowledges
that assertiveness will not always bring about the desired outcome. Occasionally, the students will encounter a situation in which they and the other person do not agree on how
to resolve the dilemma. Students learn an approach to negotiation that can be helpful in
these instances.
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Skill 7: Relaxation
PRP teaches students a variety of relaxation skills, including deep breathing, progressive
muscle relaxation, and positive imagery. These strategies can be used to cope with strong
negative emotions and uncontrollable stressors, such as family conflict, that often inhibit
effective coping processes like cognitive restructuring. The goal of relaxation techniques
is not to alter the type of emotion experienced (sadness or anxiety is often an appropriate
emotion in these situations), but rather to assuage the emotional intensity. Once the emotion is manageable, the child can use cognitive skills to evaluate the situation accurately
and develop an adaptive coping strategy.
Relaxation skills are designed to counteract the body’s sympathetic response to stress
(muscle tension, increased heart rate, rapid breathing, etc.), which can contribute to and
exacerbate negative cognitions and emotional states (see, e.g., Clark, 1986). The first step
is to make participants aware of situations in which relaxation techniques are useful and
appropriate. The group leader asks participants to visualize a time when they witnessed
their parents or family members having an argument, in order to simulate a situation in
which these techniques may be helpful. This example is ideal not only because family
conflict tends to elicit strong emotions, but also because the child typically has little or no
control over the situation. During the visualization exercise, students attempt to recall the
thoughts, emotions, and bodily sensations they experienced during the argument. The
PRP group leader then demonstrates several relaxation exercises and has students prac-
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tice as a group. When demonstrating deep breathing, the group leader ensures that the
students focus on taking deep, slow breaths. The group leader counts out loud while the
students inhale and exhale to help them monitor the rate of their breathing. During the
muscle relaxation task, students learn to tense, and then release, each of the major muscle
groups in the body—starting with the toes and progressively working up to the face. The
third technique, positive imagery, involves visualizing a pleasant place or activity. To
demonstrate this skill, the group leader has the students close their eyes as he or she reads
a vivid passage. Students are encouraged to imagine they are at the beach and to imagine
all of the sights, sounds, smells, and other sensations described in the passage. Students
then write down their own examples of a relaxing image that they can visualize when
feeling overwhelmed by emotion.

Skill 8: Problem Solving
The final skill taught in PRP is a five-step approach to problem solving that is based
largely on Dodge and Crick’s (1990) social-information-processing model and is similar
to techniques used in other problem-solving interventions (Lochman, Coie, Underwood,
& Terry, 1993). This skill incorporates many of the cognitive and behavioral skills from
previous lessons. When confronted with problems, students learn to (1) stop and think,
and make sure they are interpreting the problem situation and others’ perspectives accurately; (2) identify their goals; (3) brainstorm to create a list of possible solutions, and to
put assertiveness and other skills they have learned on this list as appropriate; (4) make a
decision by considering the likely outcomes and listing the pros and cons of different
solutions; and (5) enact a solution. Following these five steps, students are encouraged to
evaluate the outcome and to return to the five-step process (often starting with step 3) if
the solution they tried was not successful. Students first learn to apply this process to several hypothetical but common situations, typically related to achievement or interpersonal issues, and then apply the skill to situations in their own lives. This problem-solving
technique was originally included in PRP to help reduce behavioral problems that are
often comorbid with depression in children (Garber, Quiggle, Panak, & Dodge, 1991).
The skill may also reduce hopelessness by conveying that there are several pathways for
solving many of the problems that students encounter.

Copyright © 2007. Guilford Publications. All rights reserved.

RESEARCH ON PRP
Table 13.1 lists the empirical evaluations of PRP. The first controlled study of PRP (study
1; see Table 13.1) included fifth and sixth graders who were identified as being at risk for
depression based on elevated depressive symptoms and/or reports of family conflict. PRP
groups were led by the three lead authors of the curriculum, who were graduate students
in clinical psychology at the time. Findings from this first study suggested that PRP
improved explanatory style. The positive effects on explanatory style endured through
the final assessment point, 3 years after the intervention ended (Gillham & Reivich,
1999). PRP participants also reported fewer symptoms of depression through the 2-year
(but not the 3-year) follow-up. PRP significantly prevented moderate to severe levels of
depression. At the 2-year follow-up, PRP participants were only half as likely as controls
to report moderate to severe levels of depressive symptoms (Gillham, Reivich, Jaycox, &
Seligman, 1995). Although these findings were encouraging, the study had several methodological limits, most notably the lack of random assignment.
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• PRP (3 versions) vs.
control
• Matched control
design
• 36-month follow-up

• PRP vs. PRP + parent
component vs. control
• Random assignment
by school
• 6-month follow-up
reported for cohort 1
sample

• PRP vs. alternate
intervention vs. control
• RCTb
• 12-month follow-up
• PRP vs. control
• Randomized within
one of the two juvenile detention centers.
In second center, all
participants were
assigned to the control condition.
• Postintervention

Targeteda
School
N = 143
5th and 6th graders

•
•
•
•

• Universal
• School
• N = 108
5th and 6th graders

• Universal
• School
• N = 152
6th–8th graders
• Targeted
• Juvenile detention
center
• N = 56
14- to 18-year-olds,
predominantly male

2. First parent program pilot
(Gillham, 1994; Study 2)

3. Effectiveness and
specificity study (Reivich,
1996; Shatté, 1997)

4. Incarcerated adolescents
study (Miller, 1999)

Setting and sample

Design and length of
follow-up

1. Initial evaluation (Jaycox,
Reivich, Gillham, &
Seligman, 1994; Gillham,
1994; Study 1; Gillham et
al., 1995; Reivich 1996;
Gillham & Reivich, 1999;
Zubernis, Cassidy,
Gillham, Reivich, &
Jaycox, 1999)

Evaluation and empirical
paper citation(s)

TABLE 13.1. Empirical Evaluations of the Penn Resiliency Program
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No

Standard
deviations
unavailable

0.04

0.08

PRP + parent vs.
control—No

Yes

0.35

0.25

PRP vs. control—Yes

Yes

Standard
deviations
unavailable

0.39
(8-month)

0.24
(4-month)

–0.09
(6-month)

0.30
(6-month)

0.36
(6-month)

NA

0.20

0.06

0.49

0.33

Significant
Effect size Avg. effect
improvement/prevention
at follow-up size across
of depression
Effect size at
closest to 6
study
symptoms?
postintervention
months
follow-up

(continued)

NA

0.04
(postintervention)
to
0.39
(8-month)

–0.09
(6-month)
to
0.20
(2-month)

0.30
(6-month)
to
0.81
(2-month)

0.16
(30-month)
to
0.46
(12-, 24-month)

Range of effect
sizes (smallest
to largest)
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• PRP vs. reverse PRP
vs. attention control
vs. control
• Most participants
randomly assigned,
but control condition
also included participants not randomized
to condition.
• 8-month follow-up
• PRP vs. control
• RCT
• 6-month follow-up

• PRP vs. control
• RCT
• 24-month follow-up

• PRP vs. control
• RCT
• 6-month follow-up

• School-based evaluation
• PRP vs. control
• Schools randomized
to condition
• 30-month follow-up

• Universal
• School
• N = 66
5th and 6th graders

• Universal
• School
• N = 47
7th-grade girls
• Universal
• School
• N = 168
5th & 6th graders

• Targeted
• School
• N = 220
8- to 15-year-olds
• Targeted
• School
• N = 189
11- to 13-year-olds

6. Australian girls’ school
study (Quayle,
Dziurawiec, Roberts,
Kane, & Ebsworthy,
2001)

7. Inner-city studyc
(Cardemil, Reivich, &
Seligman, 2002; Cardemil,
Reivich, Beevers,
Seligman, & James, 2007)

8. PRP in Beijing, China (Yu
& Seligman, 2002)

9. Rural Australian study
(Roberts, Kane,
Thompson, Bishop, &
Hart, 2003; Roberts,
Kane, Bishop, Matthews,
& Thompson, 2004)

Setting and sample

Design and length of
follow-up

5. First Australian study
(Pattison & LyndStevenson, 2001)

Evaluation and empirical
paper citation(s)

TABLE 13.1. (continued)
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No

Yes

Mixed
• moderation by race/
ethnicity
• Yes for Latino sample
• No for African American sample

Mixed
• No at
postintervention
• Yes at 6-month
follow-up

No

0.05

0.23

0.27

–0.62

0.09

0.07
(6-month)

0.39
(6-month)

0.26
(6-month)

0.62
(6-month)

0.50
(8-month)

0.04

0.31

0.18

0.00

0.30

Significant
Effect size Avg. effect
improvement/prevention
at follow-up size across
of depression
Effect size at
closest to 6
study
symptoms?
postintervention
months
follow-up

–0.12
(12-month)
to
0.15
(30-month)

0.23
(postintervention)
to
0.39
(6-month)

0.10
(3-, 24-month)
to
0.27
(postintervention)

–-0.62
(postintervention)
to
0.62
(6-month)

0.09
(postintervention)
to
0.50
(8-month)

Range of effect
sizes (smallest
to largest)
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• PRP vs. alternate
intervention vs. control
• RCT
• 36-month follow-up
• PRP + parent component vs. control
• RCT
• 12-month follow-up

• Universal
• School
• N = 697
6th to 8th graders
• Targeted
• School
• N = 44
6th and 7th graders

12. Large universal
effectiveness study (Cutuli,
2004; Cutuli et al., 2006;
Gillham et al., 2007)

13. Evaluation of PRP +
parent component
(Gillham, Reivich, et al.,
2006)

Yes

Mixed
• No for full sample
• Moderation by school
• Yes in two schools
• No in third school

Mixed
• No for full sample
• Moderation by gender
• Yes for girls.
• No for boys.

Yes

0.08

0.05

–0.02

0.40

0.59
(6-month)

0.06
(6-month)

0.22
(6-month)

NA

0.35

0.12

0.13

0.40

0.08
(postintervention)
to
0.59
(6-month)

–0.01
(36-month)
to
0.22
(30-month)

–0.02
(postintervention)
to
0.22
(6-, 12-month)

Large attrition
rates preclude
meaningful
analyses beyond
postintervention
assessment

Note. The table includes published studies as well as unpublished dissertation studies.
a For the purposes of this table, “targeted” refers to samples selected because they had elevated depressive symptoms, family conflict, or other risk factors assessed at the individual level.
b RCT, randomized controlled trial, with individuals randomized to condition.
c Elsewhere in the literature (e.g., Cardemil et al., 2002; Gillham, Hamilton, Freres, Patton, & Gallop, 2006; Horowitz & Garber, 2006), this study has been divided into two
studies (with study 1 including the Latino sample study and study 2 including the African American sample study). We list this study as a single study (following Cardemil et al.,
2007) because it was originally planned and implemented as a single study and divided into two studies when race/ethnicity emerged as a moderator. Estimates of effect sizes for
this evaluation are based on intent-to-treat data provided by Dr. Esteban Cardemil.

• PRP vs. usual care
control
• RCT
• 24-month follow-up

Targeted
Clinic
N = 271
11- to 12-year-olds

•
•
•
•

11. Primary care study
(Gillham, Hamilton,
Freres, Patton, & Gallop,
2006)

• PRP vs. control (Boys
randomized to coed
PRP vs. control; Girls
randomized to coed
PRP vs. all-girls PRP
vs. control)
• RCT
• Postintervention; 12month follow-up
attempted but very
low response limited
analyses

Universal
School
N = 208
6th to 8th graders

•
•
•
•

10. All girls vs. co-ed PRP
study (Chaplin et al.,
2006)
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During the past 10 years, our research group and others have conducted several
additional studies examining the efficacy of PRP. To our knowledge, there are 13 published, in press, and unpublished dissertation studies of PRP, making PRP one of the most
widely researched depression prevention programs. All of these studies examine PRP’s
effect on depressive symptoms by comparing intervention and control groups. Most used
randomized controlled designs. Together, they included more than 2,000 children and
adolescents. In most studies, samples were predominantly European American and from
middle-class suburban communities, but PRP has also been evaluated with children of
African and Latino descent, with children living in China and Australia, and in inner-city,
suburban, and rural communities. About half of the studies investigated PRP with targeted samples that included children at risk for depression because of elevated depressive
symptoms or family conflict. The other half investigated PRP when delivered to all children who signed up for the project regardless of risk status. PRP group leaders have
included the PRP intervention developers, graduate students, and researchers, as well as
teachers, psychologists, and counselors in school and other community settings.
Table 13.1 summarizes these 13 studies, including information about the significance
of intervention effects on depressive symptoms as measured by the Children’s Depression
Inventory (Kovacs, 2001). Effect sizes were estimated by dividing the difference between
experimental and control group means by the standard deviation of the control group,
following procedures used by Smith, Glass, and Miller (1980) and in recent metaanalyses of depression prevention and treatment programs for children and adolescents
(Horowitz & Garber, 2006; Weisz et al., 2006). This effect size is one variation of
Cohen’s d (Cohen, 1988), which can also be calculated using the pooled standard deviation. A major advantage of using experimental and control group means and the control
group standard deviation is that this information is typically reported in research reports
and therefore allows for a standard procedure across studies. It is important to note,
however, that the effect size estimates generated by this approach sometimes differ from
the effect sizes reported in research papers. Discrepancies can reflect several issues,
including (1) the use of raw scores rather than transformed scores, (2) the use of raw
means rather than means controlling for baseline symptoms and baseline differences on
other variables, and (3) the underestimation of effect sizes when the pooled standard
deviation is lower than the control group standard deviation (as in study 1, for example).
For each study, we report the range of effect sizes from postintervention through the
final follow-up. Like Horowitz and Garber (2006), we also report effect sizes at the
postintervention assessment and for the assessment closest to 6 months postintervention.
Estimates were calculated so that positive values represent a benefit of the intervention
relative to the control group. For studies that compared PRP with both a no-intervention
control and an alternate intervention or attention control group (3, 5, and 12), we report
effect sizes for the PRP versus no-intervention control comparisons. In studies that evaluated two different versions of the PRP children’s program (1, 5, and 10), we pooled the
means of the two different PRP conditions and calculated one effect size comparing the
combined PRP groups with those in the control condition. For the study (2) that included
PRP, PRP combined with a parent intervention, and a no-intervention control, we report
the comparison of each intervention condition to the control condition.

Effects on Depression
Taken together, the existing studies suggest that PRP reduces and prevents symptoms of
depression, although some studies have failed to find positive effects. An examination of
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statistical significance indicates that five studies report significant effects on depressive
symptoms. Five studies report mixed results such as significant effects at one of two
assessments (study 6), for one of two subgroups of participants (7, 11, and 12) or for one
of two PRP conditions (2). Three studies report no significant intervention effects on
depressive symptoms. The lack of significant findings in two of these (4 and 5) may in
part reflect limited statistical power due to small sample size. The dissertation study by
Miller (4) should probably be discounted, as it was limited by several serious methodological constraints, including a nonrandomized design, baseline differences between
intervention and control participants, and participants who were in mid- to late adolescence, well above the recommended age range for PRP.
An examination of effect sizes indicates that intervention effects vary across studies
and across assessments within studies. The average study intervention effect size across
studies is approximately 0.09 at postintervention and 0.32 at the 6-month follow-up.
These effect sizes are approximately 0.12 and 0.22, respectively, when weighted for sample size. A few studies find moderate effect sizes (d > 0.40) at some assessments. In comparison, a recent meta-analysis of depression prevention studies with children and adolescents reported average effect sizes of 0.16 at postintervention and 0.11 at the 6-month
follow-up (Horowitz & Garber, 2006).
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Effects on Other Outcomes
In theory, PRP works because it teaches cognitive restructuring and a variety of problemsolving skills that students can use to effectively manage negative emotions and challenging or stressful events in their lives. Consistent with this view, a few studies have found
that PRP reduces children’s negative automatic thoughts and hopelessness, and improves
explanatory style (e.g., studies 1, 7, 8, and 10).
Depressive symptoms and disorders are associated with a variety of other problems
during childhood and adolescence, particularly anxiety and behavioral problems. A few
studies have looked at PRP’s effects on these outcomes. Three studies (5, 9, and 13)
examined PRP’s effects on anxiety symptoms and two (9 and 13) found significant intervention effects. An evaluation of PRP that included a parent intervention component
(study 13) found significant and substantial prevention of anxiety symptoms through 1
year of follow-up. More specifically, during the year following the intervention, 30% of
controls, but only about 5% of PRP participants, reported very high levels of anxiety
symptoms. Interestingly, in the evaluation by Roberts and colleagues (study 9), PRP
reduced anxiety symptoms at most assessment points but did not significantly affect
depressive symptoms. Although there was no direct effect of PRP on depression, the
researchers reported that PRP’s effects on anxiety appeared to mediate effects on depressive symptoms.
There is some evidence that PRP reduces and prevents behavioral problems. In the
initial evaluation, PRP reduced externalizing symptoms through the 6-month follow-up
(the last assessment point at which these symptoms were examined; study 1). An evaluation of PRP in Australia found significant reductions in externalizing symptoms relative
to control at postintervention, but not at later follow-up assessments (study 9). A recently
completed evaluation of PRP found significant prevention of externalizing symptoms
over a 30-month follow-up period (study 12; Cutuli, 2004). This study also found that
PRP’s effects on depression were particularly strong for children who exhibited behavioral problems at the start of the study (study 12; Cutuli, Chaplin, Gillham, Reivich, &
Seligman, 2006).
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To our knowledge, only one completed study has examined PRP’s effect on psychological disorders. In that study (11), PRP was delivered by mental health professionals
working in a primary care setting. The researchers tracked children’s diagnoses of depression, anxiety, and adjustment disorders that included depressed or anxious mood for 2
years postintervention. No overall prevention effect was found. At the same time, there
was a significant interaction of intervention condition with initial symptom level, such
that PRP prevented disorders in children with high (but not low) levels of depressive
symptoms at baseline. Among the high symptom group, 56% of controls, as compared
with 36% of PRP participants, were diagnosed with depression, anxiety, or adjustment
disorders during the follow-up period. Our research group is currently conducting a large
school-based evaluation of PRP that will also examine whether PRP prevents depression
and anxiety disorders.
These research findings are encouraging. They suggest that PRP has beneficial effects
on depression, anxiety, and behavioral symptoms in children and adolescents. In some
studies, these effects are long-lasting, enduring for 2 or more years after the intervention
(e.g., studies 1, Gillham, 1995; 7, Cardemil, Reivich, Beevers, Seligman, & James, 2007;
12, Gillham et al., 2007). As is clear in Table 13.1, however, there is considerable variability in PRP’s effects across studies and even within studies. PRP’s effects sometimes
vary by gender (studies 1, Reivich, 1996; and 11), by race or ethnicity (7), by school (7,
12, Gillham et al., 2007) or by participants’ initial levels of depression (11) or behavioral
symptoms (12, Cutuli, Chaplin, Gillham, Reivich, & Seligman, 2006). We are unable to
detect a clear, consistent pattern to such moderators. Most studies of PRP do not find or
do not examine moderators. Among studies that report moderator effects, the direction
of these effects often varies. For example, although the initial evaluation of PRP found
stronger effects for boys than for girls, the opposite pattern was observed in the study of
PRP in a primary care setting (11). To some degree, the inconsistencies across studies
reflect variations in methods, including sample size (statistical power), condition assignment (group equivalence), and statistical analyses.
Recently, we have become concerned about the possibility that the inconsistency in
findings reflects, in part, a drop-off in effects as evaluations of PRP move along the continuum from efficacy to effectiveness to dissemination. Our observations are speculative at this
point because the number of studies is quite small. With that caveat in mind, we report some
preliminary findings. Of the four studies (1, 2, 7, and 13) in which groups were led by PRP
developers and others close to the research team, three (1, 2, and 13) found significant
effects on depression and one (7) produced mixed results. The average of the postintervention and 6-month effect sizes for these studies is about 0.27, unweighted, and 0.26,
weighted for sample size. (Average effect sizes were similar when calculated excluding data
from PRP interventions that included a parent component.) Of the five studies (3, 8, 10, 11,
and 12) in which group leaders were real-world providers trained and supervised by the
PRP research team, three (3, 8, and 10) found significant effects and two yielded mixed
results. The average of the postintervention and 6-month effect sizes for these studies is
about 0.19, unweighted, and 0.16, weighted for sample size. Of the three studies in which
group leaders received some initial training but not ongoing supervision from the PRP
research team, one (6) yielded mixed results and the others (5 and 9) found no significant
effects of PRP on depression. The average of postintervention and 6-month effect sizes for
these studies is about 0.12, unweighted, and 0.09, weighted for sample size. (The findings of
Miller (1999) would also fit into this third category inasmuch as the groups were led by an
individual with some previous PRP training, but no supervision from the PRP research team
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while implementing the intervention. Effect sizes could not be estimated for that study
because standard deviations were not reported.)
The apparent drop-off in effectiveness is similar to that reported for the Resourceful
Adolescent Program (another cognitive-behavioral depression prevention program) when
group leaders were school staff rather than members of the research team (Harnett &
Dadds, 2004; Shochet et al., 2001). This parallels the observations by Weisz and others
that psychotherapies found to be efficacious in university-based studies often fail to have
dramatic effects in the real world (Weisz, Donenberg, Han, & Weiss, 1995). There are
many possible explanations for this difference, including differences in the intervention participants, intervention providers, and institutional environments and supports
(Schoenwald & Hoagwood, 2001; Weisz & Jensen, 2001; Weisz & Kazdin, 2003).
Research on PRP is only beginning to explore the process of intervention dissemination. The reduction in findings as contact with the PRP research team diminishes suggests
that intervention integrity (the degree to which leaders cover the PRP material) is a key
factor in the success of PRP. In support of this possibility, the evaluation of PRP in the
primary care setting found that intervention integrity was related to PRP’s effects on
depressive symptoms. PRP prevented depressive symptoms among participants in high,
but not low, integrity groups (Gillham, Hamilton, Freres, Patton, & Gallop, 2006).
Clearly, it will be important to address intervention integrity and other factors affecting
dissemination if PRP is to live up to its initial promise and benefit a large number of children in real-world settings.

CURRENT AND FUTURE DIRECTIONS
Most of the current work on PRP explores three related questions:
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1. How does PRP work when it is effective?
2. How can PRP’s effects be enhanced?
3. How can we facilitate effective real-world implementation and dissemination?
In theory, PRP works by teaching cognitive-restructuring, coping, and problemsolving skills that help participants to counter pessimistic attributions and expectancies
and manage life stressors more effectively. Previous studies have often found beneficial
effects of PRP on automatic thoughts, explanatory style, hopelessness, and self-esteem
(e.g., studies 1, 7, 8, and 11), and some research suggests that changes in such cognitions
partially mediate PRP’s effects on depressive symptoms (e.g., studies 1 and 8). To date,
there is little research examining whether PRP improves children’s coping and problemsolving skills. Recent research suggests that much of cognitive-behavioral therapy’s effect
is a function of the behavioral component (Jacobson et al., 1996). Research is under way
that examines PRP’s effect on children’s use of the coping and problem-solving techniques
such as assertiveness, negotiation, relaxation, and decision making, and whether increases in these skills mediate PRP’s effects on depression and anxiety. Through understanding the mechanisms by which PRP works, we hope to further refine the intervention
so that it produces more powerful and more consistent effects.
Another way in which we are trying to boost PRP’s effects is by including parents in
the intervention. Research suggests that children internalize their parents’ explanatory
styles and adopt the coping strategies that their parents habitually use when confronting
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stressors in their lives (Garber & Flynn, 1998). Thus, interventions with parents may provide a powerful pathway to prevention. Over the past few years, our research team has
developed and begun to evaluate a group intervention designed to teach parents to use
the cognitive and problem-solving skills of PRP in their own lives. We hope that this
intervention will boost PRP’s effects by facilitating parents’ abilities to model effective
coping strategies and support their children’s use of these strategies.
In a recently completed pilot study, the combined PRP and parent intervention
(study 13) significantly reduced symptoms of depression and anxiety relative to a control
condition over a 12-month follow-up period. A large longitudinal study, currently in
progress, is investigating whether the combination of the PRP and parent interventions is
superior to PRP alone. In this study, children and parents are also participating in booster
sessions that are designed to help them apply the PRP skills to stressors and challenges
they face during the first 2 years following the intervention, as the children make the
transition from middle to high school. All students and parents participating in the intervention conditions attend booster sessions, so this study will not directly examine the efficacy of the booster sessions. We will examine whether the addition of a parent intervention component strengthens PRP’s effects on children’s cognitions related to depression,
coping and problem-solving skills, and depression and anxiety symptoms. We will also
examine the effects of the parent intervention on parents’ explanatory styles and depressive symptoms and whether changes in these outcomes mediate PRP’s effects on children’s
well-being.
We are also collaborating on research that integrates PRP with interventions that
more directly target parent and family factors. Children whose parents suffer from clinical depression are at particularly high risk for depression (Beardslee, 2002; Goodman &
Tully, Chapter 17, this volume). In addition, childhood depression is associated with family conflict and with parenting characterized by low levels of care and high levels of criticism or intrusiveness (Diamond, Serrano, Dickey, & Sonis, 1996). These different parent
and family risk factors often co-occur, so that parents who are depressed are more likely
to exhibit parenting characterized by low levels of care and high levels of criticism. Their
marriages are characterized by higher levels of conflict (Downey & Coyne, 1990). Many
of the PRP skills can be applied to children’s responses to family turmoil and parental
depression. For example, PRP specifically teaches children to challenge negative beliefs
(particularly self-blame and catastrophic predictions) associated with parental conflict
and to cope more effectively with the strong emotions that often result from such conflict.
However, interventions that combine and integrate cognitive-behavioral and family
approaches may more powerfully address the family factors that increase children’s risk
for depression. To that end, we are collaborating with a research group that is developing
an intervention that blends PRP skills with Attachment-Based Family Therapy (Boyd,
Diamond, & Bourjolly, 2006).
PRP’s effects may also be enhanced by tailoring it to subgroups of children at elevated risk for depression. Given the gender difference in depression that emerges in adolescence, one subgroup of particular interest is girls. In most studies, PRP groups include
both boys and girls. However, there are several reasons to expect that early adolescent
girls would benefit from an all-girls format. Educational research suggests that in coed
environments, girls may receive less attention than boys (Bailey, 1993). Over the years,
several group leaders in our PRP studies have expressed concern about this issue, reporting that they devote more energy into engaging boys—perhaps at the expense of girls—
because boys are more likely to call out and be disruptive during sessions. Most important, girls experience different stressors than boys during early adolescence. For example,
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the physical changes associated with puberty are viewed more negatively by girls than by
boys. These concerns about body image appear to be closely connected to the rise in
depressive symptoms that begins in early adolescence (Petersen, Sarigiani, & Kennedy,
1991). Many girls feel more comfortable discussing these and other concerns in an allgirls rather than coed setting.
A recent study evaluated PRP’s effectiveness when delivered in an all-girls format
(study 10). Girls were randomly assigned to coed PRP, all-girls PRP, or control conditions. Both PRP conditions covered the same content, and both significantly reduced
depressive symptoms relative to control. There was some evidence for greater benefits in
all-girls PRP. At the end of the intervention, girls in the all-girls PRP condition reported
significantly lower levels of hopelessness than girls in the coed PRP and control groups. In
addition, girls’ attendance was higher in the all-girls PRP group than in the coed PRP
group, suggesting a preference for that intervention format.
Moving PRP to an all-girls format was a fairly simple change. PRP’s effects could be
enhanced further by taking advantage of the all-girls format to target more explicitly such
risk factors as body image concerns, sociocontextual factors, and response styles (such as
rumination), which are particularly relevant to girls during the transition from childhood
to adolescence. We recently developed a new intervention, the Girls in Transition (GT)
program, which attempts to do just this. GT includes many of the PRP concepts and
skills, but also includes new lessons that focus on additional concepts and skills that may
be particularly important to girls as they navigate the challenges of early adolescence. In
GT, the application of cognitive skills is extended as the girls are encouraged to examine
deeper beliefs, such as underlying assumptions (e.g., “It’s very important to be popular or
physically attractive”) and stringent standards (e.g., “Good people are liked by everyone”; “Good students do well at everything”) that may be common during the middle
school years. The girls are encouraged to apply the cognitive restructuring techniques to
these kinds of dysfunctional beliefs and to the negative thoughts they generate, as well as
to media and societal messages about the importance of attractiveness and gender stereotypes that can be harmful to girls. In the assertiveness and problem-solving lessons, the
girls learn the approaches covered in PRP, but these skills are applied more explicitly to
relational aggression (Crick & Grotpeter, 1995). In addition, there is more emphasis on
examining beliefs that can make it difficult for girls and women to express anger or to act
assertively. Anger expression is a particularly important issue to address, inasmuch as
recent research suggests that girls and women who restrict anger expression may be at
increased risk for depression (Chaplin & Cole, 2005). In an expanded section on coping
with emotions, the girls discuss rumination and other response styles and learn specific
strategies for managing sadness and anxiety and for breaking the cycle of rumination.
The final sections of GT encourage the girls to think critically about societal and media
messages that seem to place limits on women’s abilities or great importance on unrealistic
ideals for physical appearance. The girls are encouraged to put these messages in perspective by (1) thinking about the qualities that are important in their lives, particularly in
their close relationships, (2) reflecting on their own goals, and (3) identifying positive role
models (see, e.g., Wilgosh, 2002). A small pilot of this intervention is currently under
way.
Although research on PRP is encouraging, the inconsistency in findings across studies (and within some studies) reminds us of the importance of keeping dissemination at
the forefront as research on PRP moves into the future. Members of our research team
are working to develop and integrate new intervention components, such as videos and a
computer program based on PRP that can provide a standardized wide-scale delivery of
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the intervention or can be used to supplement the in-person PRP curriculum. Our primary focus is on developing and refining training procedures to help ensure successful
delivery of the PRP intervention as it is delivered in schools, after-school programs, clinics, and other real-world community settings that serve children and their families.
Schools offer great promise for wide-scale prevention. The majority of adolescents in
this country attend public or private schools, and schools are major providers of mental
health services. Most schools are ill-equipped to take on the challenges and opportunities
posed by prevention, however, as they are not adequately staffed to treat children’s mental health problems, let alone prevent them (Doll, 1996; Gutkin, 1995; Pfeiffer & Reddy,
1998; Reeder et al., 1997). In addition, recent surveys of school psychologists suggest
that most do not have the training needed to deliver cognitive-behavioral interventions
like PRP (Miller, DuPaul, & Lutz, 2002).
To better prepare school staff to deliver interventions like PRP, we are refining our
procedures for group leader training and supervision. In our current trainings, as in the
past, we teach prospective group leaders about the cognitive-behavioral models of
depression that underlie the PRP skill set and we coach leaders and provide extensive
feedback as they practice delivering the intervention. But our current training also teaches
prospective leaders to use and apply the PRP concepts and skills in their own lives. We
hope that this personal, deeper knowledge of the cognitive-behavioral concepts and skills
will increase group leaders’ competence and effectiveness as they help their students apply
the PRP skills to the day-to-day experiences and challenges of early adolescence.
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CONCLUSIONS
Adolescence appears to be a crucial time in the etiology of depression and an important
opportunity for prevention efforts. Interventions that teach cognitive and problemsolving skills may prevent depression by helping students to navigate the challenges of
adolescence more successfully. Several group cognitive-behavioral interventions, including PRP, show promise in preventing depression and appear to improve other outcomes,
such as in anxiety and conduct problems, that often co-occur with depression in youth.
However, findings across and within studies are inconsistent, underscoring the need to
determine when and how interventions like PRP work and how to boost their effectiveness as they are implemented in real-world settings. Depression prevention research will
live up to its promise if interventions like PRP can be successfully implemented by
schools, clinics, and other community settings. It is one thing to show that depression can
be prevented and quite another to actually achieve wide-scale prevention. The challenge
ahead is to bridge this gap (Weisz et al., 1995).
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